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Coming to Cincy? 


@ may 21 To 25 ARE THE DATES. The 
Netherland Hilton Hotel in Cincin- 
nati is the place. Once a year physi- 
cians and others active in the work of 
the American Thoracic Society and 
the National Tuberculosis Association 
have this special opportunity to meet 
and discuss the latest developments in 
tuberculosis and other respiratory dis- 
eases. Having had an opportunity to 
observe the committee at work, I can 
report that this year’s program prom- 
ises to be an excellent one, perhaps 
even better than those of past years. 


The opening general session should 
be of wide interest. “The Role of the 
Voluntary Agency in the U. S. Today” 
will be discussed by a panel of out- 
standing speakers: Dr. Robert Ham- 
lin, who heads up the Rockefeller 
Study of Voluntary Agencies; Richard 
Carter, author of The Gentle Legions; 
Dr. Mack I. Shanholtz of the Associa- 
tion of State and Territorial Health 
Officers; John Martin of the NTA 
Board of Directors; and Sidney Ship- 
man, M.D., of the American Medical 
Association. At a special meeting that 
same evening, the keynote speech will 
be given, and the Trudeau and Ross 
Medals will be awarded. 


Major topics to be presented at the 
medical sessions will be: effects of air 
pollution on acute and chronic respir- 
atory disease; viral infections and 
chronic bronchopulmonary disease; 
and the present status of the manage- 
ment of the patient with drug-resistant 
tubercle bacilli. In the afternoons, the 
subjects to be presented will cover the 
gamut of respiratory diseases from 
clinical, laboratory, and epidemiologic 
standpoints. Three seminars on topics 
of special current interest will be held 


at noon, May 22, and another three 
will be held on May 24. 


Dr. Julius L. Comroe, of the Uni- 
versity of California, will deliver the 
Amberson Lecture. Dr. Comroe is 
known not only as a leading investi- 
gator in the field of pulmonary func 
tion, but also as a brilliant teacher and 
speaker. At a special joint session on 
Wednesday afternoon, May 24, the 
audience will be privileged to hear 
the first reports of the prophylaxis 
trials of the U. S. Public Health Serv- 
ice. The reports are expected to cast 
considerable light on the questions of 
“primary” and “secondary” prophy- 
laxis against tuberculosis. These ques- 
tions have become increasingly im- 
portant since the Arden House Con- 
ference. 


The public health sessions will con- 
tain much of interest to the physician 
who is involved in the voluntary health 
program of the NTA. In these sessions, 
the nontuberculous respiratory dis- 
eases will receive increased emphasis. 


Reading the whole program—and, 
better yet, attending the annual meet- 
ing—will make it abundantly evident 


‘ that the NTA and the ATS are meet- 


ing their responsibilities to plan the 
Annual Meeting program soundly, to 
evaluate it critically, to provide oppor 
tunities for communication, and t0 
inform as to latest developments—and 
thus to prepare all of us better for 
our task of informing the medical pro- 
fession and the general public about 
what needs to be done in tubercv- 
losis and other respiratory diseases. 
This year’s opportunity is too good 
to miss. 

B. Tucker, M.D. 
President, American Thoracic Society 
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Evaluation of Case Detection Surveys 


Of Population Groups 


@ IN A TUBERCULOSIS CASE DETECTION sURVEY, the group 
screened may be in a neighborhood, school, or industry, 
or they may be the persons admitted to a general hospital 
or other institution. The survey begins with the applica- 
tion of either the tuberculin test or the chest X-ray to the 
defined population group, which makes possible the selec- 
tion of persons in that group who should have further 
examination. Successive steps in case detection narrow 


blic Health Service 


further the group for whom the next step is indicated. 
If the initial step is a 70 mm. chest X-ray, a.14” x 17” 
confirmatory film is usually the second step of what may 
be called the screening phase, before suspects are referred 
for diagnosis. However, sometimes when a mirror optic 
camera is used in taking the 70 mm. X-ray, or when inter- 
mediate size film is used in initial screening, a 14” x 17” 
film is not taken, and screening in these instances may 
include only the initial chest X-ray. If the initial step is 
a tuberculin test, screening also includes either a 70 mm. 
(or intermediate size) chest X-ray for tuberculin reactors, 
or a 14” x 17” chest X-ray, or both. 


Scoreboarg 
fo Vetection 
Statement of a committee appointed by the Wag 
__ In the discussions on tuberculosis case detection at the Arden House Conference on Tuberculosis, ques- : 
__ tions were raised about whether some of the case detection activities now being carried on actually un- ' 

___ Since it was also recommended that a guide for conducting such evaluations be p an ad hoc 

_ committee was called together to work out the principles for such a guide. The fi ng document is 

For age of clarity, two types of case detection are ely in 

__ surveys of population groups, which may or may not be known to have a high incidence 

___ but in which individuals at special risk have not been identified, and (2) examination of . 

= | 


The diagnostic phase of a case detection survey in- 
cludes whatever procedures are required to reach a defi- 
nite diagnosis of tuberculosis, other disease, or no disease. 


Coverage 

Surveys should be evaluated in terms of coverage, yield, 
and cost. Coverage means the extent to which the group 
for whom a test or procedure is planned have actually re- 
ceived it: For instance, if a chest X-ray survey is done in 
a high incidence neighborhood, the coverage at the initial 
step would be the proportion of the eligible population 
in that neighborhood who received chest X-rays. If the 
next step in the survey is a 14” x 17” confirmatory film, 
the a at that step would be the proportion of the 
70 mm. tuberculosis suspects who had 14” x 17” films. 
Then the coverage for the diagnostic phase would be 
the proportion of 14” x 17” film tuberculosis suspects who 
received necessary diagnostic follow-up. 


Records should be kept so that coverage can be meas- 
ured at every step of the survey, whatever procedures are 
used, and the indexes of coverage should be determined 
for each survey site. The site is the particular school, hos- 
pital, neighborhood, rather than the category of schools 
or hospitals or neighborhoods. The purpose of measure- 
ment by sites can be illustrated by considering what the 
situation would be if records from ten schools in which 
tuberculin testing was done were to be combined. Sup- 
pose that altogether there were 3,000 children in the ten 
schools, 300 in each, and the record showed that 90 per- 
cent, or 2,700 of them had been tested. This could mean 
that 90 percent of the children had been tested in each 
school, or it could mean that in 8 schools 95 percent of 
the children had been tested and in the other two only 
70 percent of the children had been tested. 


Yield 

Since the purpose of a case detection survey is to find 
unknown cases or potential cases of tuberculosis, its suc- 
cess in doing this is of course an essential evaluation fac- 
tor. Yield need not be measured at every step of the 
program, but at the end of screening, whether it has 
involved one step or three, the yield of tuberculosis sus- 
pects should be determined. This, in the standard pattern 
of case detection programs, would be the number of 
persons who had had a 14” x 17” confirmatory X-ray 
which indicated the need for diagnostic follow-up be- 
cause of suspected tuberculosis. If, because a mirror optic 
camera is used in taking the 70 mm. X-ray, or intermedi- 
ate size film is used, a 14” x 17” confirmatory film is not 
taken, the suspects would be those referred for diagnostic 
follow-up on the basis of the initial film. The yield of 
diagnosed cases of active tuberculosis should also be 
measured; this measurement is especially useful in com- 
paring different types of case detection activities. Meas- 
ures of yield, like measures of coverage, should be de- 
termined for each site surveyed. The importance of being 
able to narrow down as specifically as possible the sites 
with the highest yield of cases is readily apparent. 
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INDEXES 


For Evaluating 
Surveys of Population Groups 


Screening Phase 
1. COVERAGE—Initial test 
To measure the coverage of the group surveyed. 


2. COVERAGE—Subsequent screening tests 
To measure the extent to which suspects detected in the 
procedures of a screening program are promptly fc 
through to the end of the screening phase. 


Persons Given Film Examination 


| 
To measure the yield of tuberculosis suspects at the end of the : 
ws TB Suspects Referred for Diagnosis i 
Persons Surveyed % 1.000 
< 
4. COST ; 
To measure the cost of the screening phase in terms of the @ 
yield of the screening phase. 
index == of Screening Phase 
TB Suspects Referred for Diagnosis 2 
To measure the extent to which suspects detected by the 
screening phase are followed through to acceptable completion — oe 
within six months.* 
6. view 
To measure the yield of active tuberculosis. a i 
Index = X_ 1,000 
| 


Cost 

Figuring the cost of screening for 
each site of operations would be diffi- 
cult, but costs by category—schools, 
hospitals, neighborhoods, etc.—should 
be obtainable annually. Because cost 
accounting is done in different ways 
in different communities and agencies, 
it is impossible to define what should 
be counted in determining the cost of 
case detection programs. Any one 
agency, however, can produce compa- 
rable cost figures by making sure that 
the items included are the same for 
each category. 


Six Indexes 

On the left-hand page, six specific 
indexes are presented for evaluating a 
case detection survey from the initial 
screening through diagnosis. The three 
indexes of coverage are expressed in 
percentages, the two indexes of yield 
are expressed in rates per 1,000, and 
the index of cost is in dollars per 
screening suspect. Detailed definitions 
of the data needed to construct the 
indexes are given on the right-hand 


page. 


Evaluating Continuous Surveys 

The indexes defined previously are 
expressed in terms that are applicable 
to surveys which have a definite “end 
of initial screening procedures.” For 
continuous screening programs, such 
as hospital admissions, jail surveys, 
etc., there is no such end point. These 
programs should be evaluated by con- 
sidering a year’s work to be “a sur- 
vey.” In applying the time factor re- 
quired by an index (two months or six 
months), the time period would be 
figured for each suspect from the date 
when he completed the initial screen- 
ing procedures. For instance, in a hos- 
pital admission X-ray program, index 
number 2 would measure how many 
small film suspects were given a 14” x 
17” X-ray examination within two 
_ months after they had their initial 
small X-ray. 


Use of the Indexes 

In using case detection evaluation 
information the factors of coverage, 
yield, and cost must be related to each 
other. For instance, if the cost of find- 


Needed to Evaluate 
[ Surveys of Population Groups 
4 s PERSONS ELIGIBLE: Total number of persons eligible to participate in the survey, for each 
tite. 
@ ___ each survey site. (Do not count persons whe had technically unsctisfactory small films; 
Bs persons who hed a tuberculin test that was not read; or, if both tuberculin and X-rays 
%e “2  _ were used for initial screening, reactors to tuberculin who did not have o satisfactory 
followed 
“Bh PERSONS RECALLED FOR LARGE FILM EXAMINATION: Number of tuberculosis suspects found 
100. nie by the initial screening tests, for each survey site. (According te the character of the 
_ teberculin reactors whe were tuberculosis suspects on small film. This latter definition 
a ey ‘applies when both procedures are employed, together or in sequence.) 
dof the 
Bf _-PERSONS GIVEN LARGE FILM EXAMINATION: Number of persons, for each survey site, who 
Hs teceived 14” x 17” X-ray examinations within 2 months after the end of the initial 
9 _ TR SUSPECTS REFERRED FOR DIAGNOSIS: Number of persons, for each survey site, who re- 
B ~~ meeived 14” x 17” X-ray examinations within 2 months after the end of the initial 
sof the sereening procedures* and who required diagnostic follow-up for tuberculosis. Exclude 
“8 ___ these already under current supervision. (“Under current supervision” means that, 
a ee according te the files of the health department, the person wos actually under medical 
@ supervision for the disease at time of discovery by the survey. Thus, some persons 
y _ @lready on the tuberculosis register, but not being currently supervised by a physician, 
~@ ~~ would not qualify as members of the “under current supervision” group.) if the 
- fe 14” x 17” confirmatory film is not used, the number of tuberculosis suspects referred 
: po for diagnosis would be figured on the basis of the 70 mm. or intermediate size 
film readings. 
by oe tests and large film examinations, for each category of survey. Methods of cost 
' § accounting vary widely from one community to another, and it is therefore impossible 
—B  _ #@ specify what items should be included in “total cost of screening.” The important 
100 . 2a thing to remember is that the same items should be included for all categories of . 
—B ___ Serveys in one community, so that cost figures will be comparable from time to time 
x ae _ and from place to place in that community. 
—B _ ferred for diagnosis from the screening phase who, within 6 months after the end 
a a of the initial screening procedures*, either had a diagnosis established (of 
@  __ &ttive or inactive tuberculosis, nontuberculous chest disase or no chest disease) or . 
Be _ tied or moved away from the community. (Do not count persons who were lost te 
ACTIVE CASES FOUND: Number of diagnosed cases of active tuberculosis who were found 
a ____within 6 months after the end of the initial screening procedures and who were not ‘ 
2 ag under current supervision at the time of the initial screening procedures. This should 
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ing tuberculosis suspects by screening hospital admissions 
is found to be very high, examination of the yield figures 
may make it possible to eliminate from the program 
hospitals in which the yield is low, thus cutting down the 
cost-per-suspect figure. The yield of cases for surveys in 
high incidence neighborhoods may be found to be low, 
but before decisions are made, the coverage figures need 
to be logked into to see whether screening reached so low 
a proportion of the eligible population as not to represent 
the true situation, or whether only a small proportion of 
initial suspects were followed up to diagnosis. Coverage 
in school tuberculin testing projects may be very high, but 
the yield may be so low that school surveys should be 
deferred in order to concentrate on more urgent case de- 
tection activities. However, if records of coverage and 
yield are kept by site, it may be possible to single out 
schools in which the yield justifies repeated tuberculin 
testing. 

Evaluation of case detection surveys will also help in 
estimating the number of persons at each step who can 
be expected to require followup, so that future projects 
can be planned realistically in terms of the staff available 
for followup work. 

The evaluation procedures described here are simple 
enough to be practical for the most modest program. 
Some agencies will find it desirable to do more compre- 
hensive special studies of case detection programs, which 
will produce other important information—but these will 
not be a substitute for routine evaluation of all case de- 
tection surveys. 


Evaluation of Case Detection 


Among Individuals at Special Risk 


In addition to the group survey type of case detec- 
tion program, an essential activity in finding new cases 
of tuberculosis is the examination of individuals known 
to be at special risk personally. Close contacts of newly 
reported active cases require first consideration and every 
tuberculosis control program, whatever its other limita- 
tions, needs to have an established procedure for bringing 
these people to examination. 


Procedures used in examining contacts vary from one 
community to another, as do the kinds of data recorded 
about this activity. However, if records are kept of the 
number of identified close contacts of newly reported 
active cases and how many of them are examined, peri- 
odie evaluation of coverage is possible. The coverage 
index then is the number of such close contacts of active 
cases reported during a calendar year who were examined 
either during that year or within a month thereafter di- 


$ 


vided by the total number of identitied contacts of the 
active cases reported during the year. (The additional 
month allows tor examination of contacts of cases re 
ported during the last weeks of the year.) The resul 
multiplied by 100, will be the percent of these contacts 
reached. Examination in this instance would mean either 
a tuberculin test followed by a chest X-ray of reactors o 
a chest X-ray initially. (The report of the ad hoc Com 
mittee on Goals and Standards in Tuberculosis Control 
recommends a performance standard of 90 percent for 
this activity. ) . 

Some other categories of individuals whose special risk 
has been indicated by epidemiologic studies are: asso¢i- 
ates of newly discovered pre-school age tuberculin re 
actors; persons whose X-ray films showed pulmonay 
shadows (other than calcifications), of undetermined eti- 
ology after six months of followup; and tuberculin reae- 
tors in vulnerable age groups. Many health departments 
do not have sufficient resources to attempt to examine 
people in all of these categories regularly, but in what 
ever programs of this nature they undertake, provision 
should be made for collecting the information needed for 
evaluation of performance. The suggested coverage index 
for each category is: the number of persons in the cate. 
gory who do receive examinations, divided by the number 
for whom examinations were planned, multiplied by 100. 

The assembly of data on yield of case detection activi- 
ties among these various types of individuals at special 
risk is usually complex. Since the decision about continu. 
ing a particular one of these activities can be based upon 
the results of special studies, routine annual evaluation 
of yield is not proposed for all health departments. Health 
departments in a position to do so, however, are urged 
to make special analysis of their yield of cases among 
these various types of individuals at risk. 


Members of the ad hoc Committee 
On Case Detection Evaluation 


. B. Becgue, Washington, D.C. 

. Mitton Feic, Madison, Wisconsin 

. ANDREW Fieck, Albany, New York 

. Epwarp LEHMANN, Kansas City, Missouri 
. Cepric Norturop, Seattle, Washington 


. Epwarp Piszczex, Forest Park, Illinois 


the National Tuberculosis Association 
Miss HELEN OsTWALD 


For the Public Health Service 
Dr. Epwarp T. BLOMQUIST 


THe 
1, 195 
cases ( 
attenti 
was 
three | 
ment. 
Att 
picture 
per ca 
populz 
who d 
income 
In 
new 
proble 
for tre 
Con 
organi 
faciliti 
health 
the pr 
The 
and tr 
ties we 
Ap 
of He 


| 
M 
| Dr 
Dr 
| Dr 
Dr 
State 
losis / 
trol— 
For 
toriu 
Ciatior 
The 
great 
| 
| 


artments 
examine 
in what 
yrovision 
eded for 
ge index 
the cate- 
number 
| by 100. 
nm. activi- 
t special 
continu- 
ed upon 
valuation 
;. Health 
re urged 


among 


§& THE TUBERCULOSIS SITUATION in Mississippi on January 
1, 1953, was a dreary one. For most people with active 
cases of TB, there was no possibility of getting medical 
attention. There were not enough hospital beds and there 
was no hope of constructing more. Only one out of every 
three people with known active TB was receiving treat- 
ment. 

At the base of the problem was the overall economic 
picture. For some years, Mississippi has had the lowest 
per capita income in the nation. A large part of the 
population lives in rural areas and small towns. Of those 
who develop tuberculosis, a majority are in the lower 
income groups. 

In the light of these facts, it was clear that some other 
new course of action was needed. The answer to the 
problem seemed to lie in wider use of outpatient facilities 
for treating those living at home. 

Conditions were right for such a program. There was an 
organized health department in every county; X-ray 
facilities and laboratory services were available; and local 
health department personnel were interested in attacking 
the problem. 

There were two objectives: protecting the public health 
and treating more tuberculosis cases than available facili- 
ties would normally allow. 

A plan was developed by the Mississippi State Board 
of Health and approved by the state sanatorium, the 
state medical association, and the Mississippi Tubercu- 
losis Association. All those involved in tuberculosis con- 
ttolprivate physicians, public health personnel, sana- 
torium staff members, and members of volunteer asso- 
ciations—worked as a team. 

The state-wide home treatment program has met with 
great success. Since its initiation in 1953, almost two 


thirds of recently reported active tuberculosis cases in 
Mississippi have been made inactive. More than 5500 
patients have received treatment. 

These are the basic elements of the program: 


* People who need treatment fall into three categories: 
those who cannot be hospitalized because of a 
shortage of beds; those who refuse hospitalization; 
and those discharged from the hospital but who 
must continue treatment at home. 

The importance of the preference of hospital treat- 
ment to home treatment is stressed with all patients. 
Streptomycin, PAS, and isoniazid are used for drug 
treatment. 

Wherever possible, medical care of the patients 
is directed by private physicians. 

Public health nursing care for patients at home is 
provided by local health department personnel. 
Laboratory and X-ray services are provided by 
county and state health departments. 

Regional tuberculosis clinics have been set up on a 
county basis. Two consultant chest physicians have 
been appointed to assist private physicians and 
health officers on all phases of treatment of individual 
patients. 


A majority of the services have been provided by health 
departments. Division of responsibility can be broken 
down roughly as follows: one third of all patients received 
treatment solely from the health department clinics; one 
third of the patients received treatment from the health 
department and private physicians, working together; 
and one third of the patients were treated by hospital 
outpatient clinics and the health department, working 
together. 
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Each county health department arranged for special 
clinics for the administration of streptomycin. Special 
clinic days for X-raying were also set up. Naturally, in a 
program as complete as the Mississippi's, many special 
nursing visits were required. For example, in 1955, nurs- 
ing visits to tuberculosis patients in the state of Missis- 
sippi were exactly triple the number of visits made in 
1952, the year prior to the inauguration of the home 
treatment program. 

Even with the tremendous increase in the county health 
department tuberculosis control work, the entire program 
was developed and is being continued with no additional 
increase in staff, with the exception of the two consultant 
chest specialists. 

At first no state funds were available to defray the 
cost of drugs. Of the total drug cost for this program 
throughout the state, 26 per cent was paid for by patients; 
26 per cent by TB associations; 33 per cent by county 
boards of supervisors; and 15 per cent by other sources. 
The slogan became, “A pack of cigarettes a day costs more 
than drugs for treating a TB patient.” Through cooper- 
ation, the financial structure of the program was assured. 

The picture concerning the financing of drugs has 
changed but slightly. Today the patients are bearing more 
of the cost; the TB association is bearing less of the cost; 
and the county board of supervisors, together with the 
State Board of Health, is bearing approximately the same 
cost as quoted above. 

During the first year, 1953, 630 patients were under 
treatment at home. During 1956 the number rose to 
1820 patients. Since the program’s inauguration, more 
than 5500 patients have been treated at home. 

One of the most encouraging aspects of the program 
has been the response of tuberculosis patients to the 
opportunity for treatment. Sixty-three per cent of the 
patients started their treatment program within one 
week after it was recommended. Eighty-three per cent 
were on treatment within one month. By the end of a 
six-month period, 95 per cent of all patients had been 
started on drugs. An evaluation of cases selected at ran- 
dom indicates that a very large percentage of the patients, 
over 85 per cent, were thought to be taking drugs 
regularly. 

The value of a home treatment program is obvious. 
Eighty-three per cent of patients admitted to the home 
treatment program were in an advanced stage of tuber- 
culosis upon admission, 29 per cent being moderately 
advanced and 54 per cent far advanced. Only 10 per cent 


were in the primary stage, and seven per cent were listed 
as having an unknown diagnosis on admission to the 
program. 

The home treatment program has given a tremendous 
impetus to the early treatment of tuberculosis in Missis. 
sippi. For example, of all the active cases first reported in 
1956, nearly two thirds received treatment through the 
program. Moreover, 84 per cent of all cases reported in 
1956 were treated either 1.) through the home treatment 
program, 2.) by private physicians, or 3.) in a sanatorium, 

What has been the therapeutic effectiveness of the 
program? This is the most pertinent question that one 
could ask. To help find the answer to this question, an 
analysis was made of a group of newly-reported cases, 
The analysis showed that after two years of combined 
home treatment and hospital care, nearly two thirds 
of this control group were either arrested or inactive 
cases. 

A continuing evaluation of the home treatment program 
is being carried on. There is always room for improve- 
ment in any undertaking. We are continually striving to 
secure a more complete X-ray and laboratory examination 
of patients admitted to the program. We are also trying 
to reduce the number of people whose stage of disease 
is not known on admission to the program. The figure is 
now seven per cent. The two chest physician consultants 
are intensifying the review of individual patients’ prog. 
ress. A sizable number of patients on home treatment 
continue to work, and we are continually attempting to 


reduce the number of patients who do so. Provision is § 


also being made to give treatment under more controlled 
conditions to patients who fail to make satisfactory 
progress. 

Now that the large backlog of active cases at home is 
being treated, it becomes feasible to review at more fre- 
quent intervals the progress of all patients under treat- 
ment. This is being done more and more throughout the 
state. In addition, larger numbers of patients are being 
hospitalized when they most need hospitalization, and 
patients can be transferred from the hospital to the home 
treatment program sooner than was formerly possible. 


Today the tuberculosis picture is vastly different from 
what it was in 1953. We cannot be less than enthusiastic 
about our home treatment program. It has proved to be 
an effective method of meeting the major tuberculosis 
control problems in Mississippi. « 


DR. A. L. GRAY is executive officer, Mississippi State Board of Health. He entered 
Public Health Service in Mississippi in 1930, and from 1938 to 1958 served as 
director of Preventable Disease Control. Dr. Gray is a member of the board of 
directors and the executive committee of Mississippi Tuberculosis Association. 
JUDSON M. ALLRED, JR. (right), is executive director of the Mississippi Tuberculosis 
Association. He joined the association in 1950 as field representative and was 
appointed to his present position in 1951. He is secretary-treasurer of Southern 
Tuberculosis Conference and has served as an officer of various health and related 


organizations. 
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TB CASE RATES IN CHILDREN UNDER FIVE 
Newly reported active and probably active cases per 100,000—1958 
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Donald Trauger 


@ DESPITE SUBSTANTIAL ADVANCES in 
diagnosis and therapy of tuberculosis 
as a disease, the basic problems of 
tuberculosis control have remained 
relatively unchanged over the years. 
The magnitude of the problem of con- 
trol has changed, but its nature is the 
same. Prevention of infection with its 
consequent disease and death is still 
the goal in the United States, and no 
short cuts to this goal have been dis- 
covered. The old road of isolation of 
infectious cases, plus treatment and 
education of the patient and his con- 
tacts to minimize the spread of in- 
fection is still the highway to the 
elimination of tuberculosis as a public 
health problem. 


New infections still eccur 
Currently, the bulk of new cases is 
developing in people with 
old infections rather than new ones. 
Nevertheless, eventual elimination de- 
pends on stopping new infections. 
Obviously, if new infections are 
stopped, in the future there will be no 


Tuberculosis developing in children under age five is one measure of 
our current failure to prevent the spread of tuberculosis infection. 


old infections. There is good evidence 
that new infections in the United 
States have been substantially reduced 
in number and in rate, but is this 
enough? 


The accompanying map gives some 
idea of the amount of infection re- 
cently spread to children. It shows 
new active tuberculosis cases reported 
during 1958 in children under five, on 
a rate basis. The map actually is a 
gross understatement of the new in- 
fection rate in this age group: many 
infections do not progress to disease, 
and the amount of infection is prob- 
ably several times the amount of 
disease reported. 


There is good reason to suspect that 
many of the infections spread re- 
cently to children under five will per- 
sist and develop into reportable cases 
for many years to come. We are fairly 
sure that new infections occur most 
frequently in areas where case rates 
are high. At the moment that infec- 


tion takes place, the continuance of 
this preventable, communicable, and 
chronic disease is assured. 


Why so little concern? 

What seems worth wondering about 
is why there is so little concern about 
this situation. Do we reserve all our 
moral indignation about the resigned 
or callous attitudes toward disease and 
death for faraway places that we can 
designate as underdeveloped? What 
do we value more highly than the pre- 
vention of a disabling and deadly dis- 
ease that we know to be preventable? 
These, of course, are slanted ques- 
tions. 


Actually, it does not seem appro- 
priate for official agencies and volun- 
tary associations supported by the 
public to control tuberculosis to take 
a detached attitude in this matter. 
Can such agencies be satisfied with 
anything less than complete control? 
Why this indecision? 


Some points of indecision about 


TB 
| 


tuberculosis control are easily discern- 


ible. 


Areas of indecision 


1, The belief that although tubercu- 
losis is a communicable disease, it 
is not so communicable that isola- 
tion of all cases is deemed a neces- 
sity. The belief that the risk of the 
spread of tuberculosis is more toler- 
able than infringement of indivi- 


dual liberty. 


. The belief that privately treated 
cases do not concern the public. 
How many health departments re- 
ceive regular reports of the prog- 
ress of cases under private care? 


3. The belief that the effort required 
for keeping track of the patient as 
he moves from suspect to diag- 
nosed case and from one form of 
treatment to another isn’t worth it. 


. The belief that the cost of tuber- 
culosis control should be borne by 
the patient if at all possible. 


. The belief that tuberculosis needs 
to be controlled only in persons 
with legal residence in various pub- 
lic health jurisdictions and that 
non-residents can be ignored. 


. The belief that it is cheaper to wait 
for tuberculosis to develop and 
then deal with it or neglect it than 
it is to prevent infection through 
tuberculosis control. 


. The belief that control is undemo- 
cratic, inhumane, bureaucratic, and 
unneeded. 


. The belief that patients must ac- 
cept hospital treatment or be dis- 
missed from health department 
concern. 


Where we have failed 


These are a few of the most common 
points of indecision about tubercu- 
losis control. Undoubtedly, many peo- 
ple are infected each year by people 
who do not know they have tubercu- 
losis in a communicable stage; others 
are infected by people whose doctors 
know they have tuberculosis, although 


10 


the health department does not; and 
still others are infected by persons 
who have been reported to the health 
department as tuberculous. 


When infection occurs in the last 
two types of situations, the health 
department or the medical profession 
has failed. If we believe in health 
department control of tuberculosis, 
each case of medical profession failure 
is also a case of health department 
failure. When infections result from 
exposure by a person who does not 
know he has tuberculosis, it is appro- 
priate to ask why he did not know. 
If he was ever known to the health 
department ora physician as a case or 
as a suspect or as a contact, can we 
claim infection was unavoidable? 


Experts now believe we can elimi- 
nate tuberculosis, not by waiting for 
it to burn itself out, but by the use of 
widespread chemotherapy as a pub- 
lic health measure. They believe this 
prospect of elimination may wane if 
not pursued promptly and vigorously. 
The challenge is whether we can 
control tuberculosis without coming 
to decisions about matters which have 
impeded control in the past. Can we 
hope to speed up control by doing 
less than obligating each state health 
department to create a statewide sys- 
tem—a system which provides assur- 
ance that each suspect and contact is 
promptly investigated and that each 
case is placed and kept in isolation, 
under adequate treatment, or under 
surveillance? 


Vigorous leadership needed 


Briefly, it comes to this—tubercu- 
losis can be controlled if it is regarded 
as important enough by leaders in the 
field of public health. In a specialized 
society preoccupied with many other 
concerns, vigorous leadership is re- 
quired. Leadership which waits for a 
clear, clarion demand for action from 
the man in the street simply isn’t lead- 
ership these days and accomplishes 
little. Public health leaders must lead. 

« 


DonaLp TRAUGER is associate director of 
NTA’s Research and Statistics Division. 


discouragement 


@ THE SPOTLIGHT focused on our older 
citizens at a gigantic meeting held 
this past January—the White House 
Conference on the Aging. Figures 
show that over 50 million Americans 
are middle aged or older; 16 million 
of these are over 65. 

“For far too many people, old age 
means inadequate income, poor o 
marginal health, improper housing, 
isolation from family and friends, the 
of being shunted 
aside from the mainstream of life, 
stated Arthur S. Flemming, former 
Secretary of Health, Education, and 
Welfare. “We have not yet adjusted 
our sense of values, our social and 
cultural ways of life, our public and 
private programs, to accommodate the 
concerns of this vast legion of old and 
aging people,” he added. 

It was to discuss such problems that 
2,700 delegates from every state in the 
union—and from practically every n& 
tional voluntary organization — col 
verged on Washington. 

Encompassing many disciplines and 
a great deal of past experience, 
final report published by the confer- 
ence makes a great many recommel 
dations. Here are a few highlights: 
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> Institutional Care. A broad spec- 
trum of institutional facilities is essen- 
tial for proper health and medical care 
for all citizens, especially the aged. 
These facilities must be provided 
through orderly planning to prevent 
duplications and deficiencies. The 
local area—city, county, or metropoli- 
tan—should be used as the planning 
base. Quality of care in many institu- 
tions can be greatly improved. Licens- 
ing laws must be adequate to protect 
the public, and they must be rigor- 
ously enforced. 


> A Swing to the Home. Conferees 
thought that institutions should pro- 
vide not only custodial care but also 
clinic services. In past years, the cry 
was, “Let’s build better institutions for 
the aged.” Today, experts are saying 
that institutions for the aged should 
provide services to enable more and 
more people to live useful lives in the 
home. There was a great deal of talk 
about independent living at the insti- 
tution or at home—preferably at home. 
It was emphasized that the physician’s 
services are essential to eare at home 
and that the physician should be the 


coordinator of services provided to the 
individual. 


> Rehabilitation. Rehabilitation is 
the only hope for those disabled by 
chronic or degenerative conditions. 
Rehabilitation of the aged must be 
designed to meet physical, emotional, 
social, and vocational needs. 

Vocational rehabilitation services 
for the disabled must be improved so 
that older disabled persons may re- 
gain their ability to work. This re- 
quires greater public understanding 
of career opportunities in rehabilita- 
tion, additional funds, and _ rehabili- 
tation workshops. 

Hospitals should have adequate out- 
patient and inpatient facilities for the 
rehabilitation of the aging. Commu- 
nities should develop additional sup- 
porting services and facilities such as 
home care programs, homemaker 
services, day hospitals, patient clubs, 
half-way houses, foster homes, and 
preventive clinics for well older 


people. 


> National Voluntary Services. Na- 
tional voluntary organizations can and 
should give greater assistance to the 
aging by: (1) analyzing present and 
potential services to the aging, 
making a clear statement of policy 
recognizing the needs, and formulat- 


ing of standards of practice and 
methods of maintaining these stand- 
ards; (2) effectively communicating 
with local affiliates so that these poli- 
cies and available resources can be 
utilized; (3) informing their local 
affiliates of the vast resources avail- 
able both inside and outside their own 
organization, and recommending that 
they make maximum use of them; (4) 
encouraging the initiation of new 
services where needed; (5) _ re- 
examining and re-evaluating their 
services frequently. 

> Community Information Services. 
The. conferees felt that local commu- 
nity centers for older people—places 
where they could come for informa- 
tion, for help, and for referral—should 
be established. The organization 
spearheading the centers might vary 
—it could be a health department, a 
social agency, or a voluntary agency 
—but cooperation of many community 
organizations in the project would be 
essential. Such centers would coordi- 
nate existing facilities beneficial to 
older people and stimulate creation 
of needed facilities. 


> Income Maintenance. The confer- 
ees felt that the best approach to pro- 
viding income for the retired aged is 
the several-faced one that has been 
established in this country, with the 
individual saving on his own, the in- 
dividual and his employer joining in 


‘private pension arrangements, and 


the individual and the government 
joining in social insurance and assist- 
ance programs. 
> Financing Health Care. The prob- 
lem of furnishing an adequate supply 
of high-quality health care for the 
aging is so large and so complex that 
its solution will require a variety of 
approaches, including individual and 
family resources, voluntary health 
insurance, industrial programs, social 
security, and public assistance. Pres- 
ent federal legislation providing gov- 
ernment aid for recipients of public 
assistance and for the medically indi- 
gent is desirable and should be 
strengthened so as to provide a high- 
quality health care program. The 
states are urged to take full advantage 
of this legislation. « 
—Rose-MaAriE HERNANDEZ 
AND ALEX WOICESHEN 
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Certificate winners in NTA‘s first “Art Against TB” poster contest are selected by a distinguished 
panel of judges. From the left: Howard Munce, executive art director of a leading advertising 
agency; Albert Dorne, president of Famous Artist Schools; and Stevan Dohanos, well-known 
illustrator and 1960 National Honorary Christmas Seal Chairman. { 


Fight Against TB 


The winning entries in NTA’s first “Art Against TB” poster contest for young 
artists were selected by three of the nation’s leading artists and illustrators. 
Stevan Dohanos, famous artist and illustrator, and 1960 National Honorary 
Christmas Seal Chairman, originated the contest as a means of encouraging the 
use of art as a weapon against disease. 

The experts met in the New York offices of Famous Artists Schools in January 
to review 126 entries by junior and senior high school students from 20 states. 
Certificates of Merit were awarded to 72 posters “for outstanding use ot artistic 
talent as a weapon in the fight against tuberculosis.” 

The panel of three judges comprised: Mr. Dohanos; Albert Dorne, well-known 
artist and president of Famous Artists Schools; and Howard Munce, vice pres 
dent and executive art director of Foote, Cone and Belding, advertising 
agency. 

Preceding the national judging, local and state poster contests sponsored 
by TB associations were held throughout the country. Those entries winning local 
and state awards were then submitted for consideration by the national panel 

The posters on these two pages were selected at random from the many 
fine entries submitted by the students. 
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Stanley Livingston of Mystic, Conn., gave 
his poster this unusual treatment. Stanley 


attends Fitch Junior High in Groton. Poster 
was submitted by the Co>necticut TB Association. 


Montage technique was used by Kieth Blosser 

for this attractive poster. A resident of Morgantown, 
W. Va., Kieth attends Morgantown High. Poster 

was submitted by the Monongalia County association. 


“Your Move” is the theme of Janet Kahora’‘s 

lively poster. Janet lives in Carteret, N.J. 

and attends St. Mary’s High in Perth Amboy. Poster 
.was submitted by the Middlesex County association. 


Sheryn Spitzer featured a wise old owl with 
X-rayed chest in this poster. Sheryn is a 

student at Glenwood High School, Canton, Ohio. 
Poster was submitted by Ohio TB and Health Assn. 
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@ EIGHTY-SEVEN MEMBERS Of the NTA Board of Directors * SCHOOL CERTIFICATION: The School Certif. 
convened in Williamsburg, Va., January 20 and 21 for the cation Program of the Tuberculosis Committee of 
winter board meeting. They managed to reach Williams- the American School Health Association was en- 
burg in spite of weather conditions which snarled trans- dorsed. Constituent and affiliate associations were 7 
portation throughout the country. encouraged to participate in this program. 

During the two-day session, which followed two days 
of committee meetings, the board passed resolutions on 
the following subjects: 


covere 
Two matters which occasioned lengthy discussion but § jected 
on which no action was taken were: (1) solicitation of § he wa 
national corporations and foundations by the NTA and § terms 
¢ BUDGET: The largest budget in NTA history was (2) the policies governing extension of program beyond § test. V. 
adopted. It calls for an expenditure of $2,019,695 that which is delineated in “Approved Principles and § the fat 
on the 1961-62 program and includes an anticipated Program.” tuberc 
expenditure of $96,156 from reserves. scratcl 

* SOLICITATION: The major question in the dis- In | 

* RESIDENCE REQUIREMENTS: The board rec- cussion of this subject concerned the rights of §  intrad. 
ommended the elimination of residence require- constituent and affiliate associations in whose terti- by wh 
ments for hospital and outpatient treatment of tory the headquarters of the corporation or founda § to inje 
tuberculosis patients. tion is located. of the 


¢ AIR POLLUTION: Removal of the present five * EXTENSION OF PROGRAM: The basic question aE 
million dollar ceiling on appropriations for federal regarding this subject was, “How far afield in pre B powe, 
air pollution programs was urged. The board also grams may associations go under existing stated § ... 
urged that the authority for conducting this pro- policies?” Both of these questions were referred to i. 
gram be extended indefinitely. the Policy Committee for further study. with a 
today 
It con 
into th 


NOTICE OF ANNUAL MEETING 


Pursuant to Article VIII, Section I, paragraph 4 of the Bylaws of the National 
Tuberculosis Association, notice is hereby given that the annual meeting of the 
membership of the Association will be held on May 22, 1961, at 8 p.m. in the Pavil- 
ion Caprice of the Netherland Hilton Hotel in Cincinnati, Ohio. tubercr 
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@ 4 PELLET INSTEAD OF A NEEDLE for 
an injection? 

This is the idea behind a research 
project now under way with the sup- 

of Christmas Seal funds from the 
National Tuberculosis Association and 
its affiliated associations throughout 
the country. 

The objective is to develop a device 
for getting tuberculin between the 
layers of the skin without using a 
hypodermic needle, thus circymvent- 
ing the fear that many children have 
of being “stuck” and also eliminating 
a possible source of infection in case 
the hypodermic needle is not properly 
sterilized. 

The manner of administering the 
tuberculin test has long been a sub- 
ject of controversy. Many methods 
have been tried, even putting tuber- 
culin in the eye. Robert Koch, dis- 
coverer of the tubercle bacillus, in- 
jected tuberculin into the body, but 
he was thinking of the substance in 
terms of treatment rather than as a 
test. Von Pirquet, who might be called 
the father of the test, put a drop of 
tuberculin on the skin and made a 
scratch through it. 

In 1908 Mantoux introduced the 
intradermal test, known by his name, 
by which a hypodermic needle is used 
to inject tuberculin between the layers 
of the skin of the forearm. This is 
generally conceded to be the most 
accurate technique available today. 
However, the patch method is also in 
use, particularly among pediatricians 
who want to avoid sticking children 
with a needle. Another method in use 
today is that devised by Heaf in 1951. 
It consists of “punching” tuberculin 
into the skin with a multiple-punctur 
gun. 

While the Mantoux is the preferred 
technique, it has certain disadvan- 
tages. Sterilizing needles adequately 
m mass testing programs requires 
meticulous attention. Even skilled 
hands have difficulty in measuring a 
precise dose of a dilute solution of 
tuberculin—and if each dose is not 


precise, the value of the test is jeop- 
ardized in epidemiologic studies. 
Furthermore, children and even adults 
shy away from being stuck with a 
needle. 

To get around these objections, and 
at the same time to develop a test that 
would be inexpensive to administer, 
Floyd M. Feldmann, M.D., director 
of research for the NTA, conceived the 
idea of the pellet. His concept was of 
combining the exact amount of tuber- 
culin needed for one dose in a harm- 
less substance, such as gelatin, that 


A bacteriologist at the Armour Research Founda- 
tion sorts gelatin needles. This new tuberculin- 
testing device was conceived by Dr. Feldmann 
and is being developed under an NTA-ATS grant. 


would dissolve in the body. The one- 
dose pellet would be injected into the 
skin with a small, inexpensive instru- 
ment that could be discarded, or 
would be so made that if used again 
only the part holding the pellet need 
be replaced. 

After designing a few sample pro- 
jectors in his own workshop, Dr. Feld- 
mann won the interest of the Armour 
Research Foundation of Chicago, 
which agreed to try to work out the 
practical problems involved, to plan 
the packaging of the material, and to 
cooperate with the NTA in prelimi- 
nary trials to assess the practicality 
and worth of the new procedure. 

This was planned research on the 
part of the NTA. 


Floyd M. 
Feldmann, M.D. 


At the time that the Armour Re- 
search Foundation agreed to cooper- 
ate with the NTA, the research funds 
for the year had been allocated. How- 
ever, the Committee on Research of 
the American Thoracic Society ap- 
proved the project by mail, and an 
appeal was sent out to selected state 
associations asking special contribu- 
tions in support of the project. The 
response was immediate and generous. 
The necessary $20,000 was subscribed 
voluntarily by state and local associa- 
tions, and Armour was given the go- 
ahead signal. 

The feasibility of incorporating one 
dose of PPD (the tuberculin to be 
used) in a hardened gelatin pellet 
that can be released between the lay- 
ers of the skin by a spring-driven in- 
strument has been proved by the’ Ar- 
mour researchers. The next problem 
is to test thoroughly the properties of 
the pellet, that is, to make certain that 
the binder does not in any way influ- 
ence the reaction to the tuberculin. 
Obviously, if the technique is perfect 
but the results are false, the test is of 
no value. 

Many months of controlled testing 
will be required to determine whether 
the technique is satisfactory. If it does 
turn out in practice as well as in 
theory, the tuberculin testing of large 
groups of people can be accomplished 
simply, economically, and accurately, 
without pain or fright to those tested. 

The little gadget which Dr. Feld- 
mann thought up and for. which he 
carved a model out of odds and ends, 
and to which the NTA and its con- 
stituents and affiliates have given full 
support, may prove a boon in the 
search all over the world to identify 
people who have been infected with 
the tubercle bacillus—a major step 
toward the eradication of tuberculosis. 

—AGNEs FAHY 
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Luther L. Terry, M.D., 
Appointed Surgeon General 


Luther L. Terry, M.D., a veteran of 
the Public Health Service, has been 
appointed Surgeon General, Depart- 
ment of Health, Education, and Wel- 
fare. At the time of his appointment, 
Dr. Terry was assistant director of the 
National Heart Institute, National In- 
stitutes of Health, and a member of 
the faculty at the Johns Hopkins 
Medical School in Baltimore, Md. 

For the past seven years, Dr. Terry 
has been a member of the Montgom- 
ery County [Md.] Tuberculosis and 
Heart Association’s Medical Advisory 
Committee. 

Early in his career, Dr. Terry was 
a research fellow in pneumonia at 
Washington University. Later he was 
instructor in medicine, preventive 
medicine, and public health at the 
University of Texas. In 1944, he joined 
the Johns Hopkins faculty. 


>» Jeanne L. McCarthy has joined 
the New York TB and Health Associa- 
tion as a public health nurse in the 
Division of Services to Patients. Miss 
McCarthy served in the U.S. Navy 
Nurse Corps as a lieutenant for six 
years, and most recently has been a 
public health nurse for the New York 
City Department of Health. 


> Leila Morgan has been appointed 
director of the Brooklyn Tuberculosis 
and Health Association’s Chest X-ray 
Center. Miss Morgan joined the asso- 
ciation’s staff in 1947 as executive sec- 
retary of its Williamsburg-Greenpcint 
District Health Committee. The dis- 
trict offices have since been closed. 


> Frances Ogasawara has recently 
joined the NTA Program Develop- 
ment Division. Previously, Miss Oga- 
sawara was a program associate with 
the Massachusetts TB and Health 
League. She wrote the article on the 
Massachusetts association’s respira- 
tory disease program for the February 
1961 Bulletin. She has been in the 
tuberculosis field since 1957. 


> Willard J. Chapman has been 
named campaign director of the Ken- 
tucky Tuberculosis Assn. He formerly 
was assistant administrator of District 
3 State TB Hospital, Ashland, Ky., 
and was a national director of the 
Junior Chamber of Commerce. 


> Janice Meyer has rejoined the staff 
of the Kentucky association as publig 
relations director. Formerly with 
Louisville newspapers, she held thé 
same post with the association in 195 


> E. N. Pope, a member of the NTA 
Board of Directors, has been ape 
pointed vice president of the Carolir 
Power and Light Company, retaining 
his responsibility as advertising mar 
ager. Mr. Pope represents the Nort 
Carolina association on the NTA 
Board. He is a member of the Com 
mittee on Grants-in-Aid. 


> Joe K. White, NTA board member 
was honored recently by having hi 
portrait hung in the Lilly Hall of 
Sciences, Purdue University. The po 
trait was presented by the Indian 
Livestock Breeders Association. Prd 
fessor Claude Harper, who made th 
presentation, described the work th 
Mr. White has done as a cattll 
breeder and his work in livestock dis 


ease control. 


> Thomas Moore is now a field rep 
resentative of the Arkansas TB Ass 
ciation, replacing James Giltmien 
Mr. Moore received his M.A. degré 
from George Peabedy College, Nast 
ville, Tenn. 


> William Clarida has ac- 
cepted a post as health 
educator with the TB Insti- 
tute of Chicago and Cook 
County. Mr. Clarida was a 
1959-60 Illinois Tuberculo- 
sis Assn. scholarship stu- 
dent ‘and _ received his 
M.P.H. in health education 
from Tulane University in 
1960. 
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